cillometry system. Interestingly, the prevalence of smallairway impairment was assessed across COPD severity by means of the "A to D grade classification" according to the recent GOLD guidelines [1] . Besides lung function, this classification takes into account the assessment of symptoms/quality of life and the risk of exacerbations as determinants of COPD severity. The authors found a higher impairment in small-airway function in GOLD stages B (symptomatic patients, with mild airflow obstruction) and C (paucisymptomatic patients, but with more severe airflow obstruction) compared to GOLD stage A (paucisymptomatic patients, and mild airflow obstruction); of note, the percentage of patients with smallairway impairment (defined as a peripheral airway resistance [R5-R20] value >0.07 kPa × s × L -1 at impulse oscillometry system) was significantly lower in GOLD C than in GOLD B. This latter group of patients (individuals who are highly symptomatic despite mild airflow obstruction) has been shown to experience worse long-term survival rates when compared to patients with more severe airflow obstruction but milder symptomatology [8] . Thus, the symptomatic and/or COPD patients with poor quality of life can be those characterized by predominant small-airway abnormalities, which, in turn, contribute to the severity of the clinical manifestation of the disease.
cillometry system. Interestingly, the prevalence of smallairway impairment was assessed across COPD severity by means of the "A to D grade classification" according to the recent GOLD guidelines [1] . Besides lung function, this classification takes into account the assessment of symptoms/quality of life and the risk of exacerbations as determinants of COPD severity. The authors found a higher impairment in small-airway function in GOLD stages B (symptomatic patients, with mild airflow obstruction) and C (paucisymptomatic patients, but with more severe airflow obstruction) compared to GOLD stage A (paucisymptomatic patients, and mild airflow obstruction); of note, the percentage of patients with smallairway impairment (defined as a peripheral airway resistance [R5-R20] value >0.07 kPa × s × L -1 at impulse oscillometry system) was significantly lower in GOLD C than in GOLD B. This latter group of patients (individuals who are highly symptomatic despite mild airflow obstruction) has been shown to experience worse long-term survival rates when compared to patients with more severe airflow obstruction but milder symptomatology [8] . Thus, the symptomatic and/or COPD patients with poor quality of life can be those characterized by predominant small-airway abnormalities, which, in turn, contribute to the severity of the clinical manifestation of the disease.
The contribution of small-airway abnormalities -i.e., those occurring in the peripheral membranous bronchioles with an internal diameter <2 mm [1, 2] -in driving the clinical manifestations of chronic obstructive pulmonary disease (COPD) is well recognized and already encapsulated in the definition of the disease [3] . Several studies have already demonstrated the relative contribution of small-airway and lung parenchyma abnormalities to the severity of airflow limitation, mainly related to peripheral airway collapse and/or emphysema [1, 4] . Furthermore, a milestone study on this topic by Hogg et al. [5] showed strong correlations between the severity of lung function impairment and the degree of luminal occlusion and the inflammatory infiltrate of the small airways in COPD patients. Notably, small-airway abnormalities seem to antedate the development of spirometrically detectable airflow obstruction, as shown in asymptomatic smokers [6] . Taken together, these observations strongly suggest that small-airway inflammatory and structural abnormalities may represent the incipit towards the development and progression of COPD in smokers.
In the latest issue of Respiration , Crisafulli et al. [7] aimed at establishing the prevalence of small-airway impairment in COPD patients, evaluated by the impulse os-The current paper has also the merit of having identified a proportion of subjects with an established diagnosis of COPD who do not show functional features of smallairway abnormalities. These findings confirm that the population of COPD patients is heterogeneous not only in terms of symptoms and lung function but also with regard to the prevalent component of the disease (i.e., small-airway disease vs. emphysema). The current findings, together with previous publications [5, 9] showing that small-airway abnormalities affect the severity of the clinical manifestation of COPD, call for a more comprehensive lung functional evaluation that should include measurements of the peripheral portion of the airways in a routine manner.
We support the concept that small-airway impairment not only contributes to airflow obstruction in COPD but also, and even more importantly, to the clinical manifestations of the disease hampering the symptom-related quality of life and possibly the long-term prognosis.
